The 113th Congress of the United States begins in January 2013. With each new Congress, there are many changes, not only in the faces of the newly elected, but also in the membership of committees and the staff serving the members. As agendas for the session are set, there is a resurgence of conflicting priorities. In the past, when these conflicts were resolved, children were rarely at the top of the list. Given the numerous pressing national issues, both domestic and foreign, the same trend will likely occur.
Although ,10% of the federal budget was spent on children at the start of the 111th Congress, spending on children increased significantly during the first session of the 112th Congress as a result of stimulus spending targeted to children and families but declined for the first time in 30 years during 2012 to 1.9% of the gross domestic product, the lowest level in a decade. As Congress deals with Medicare, Medicaid, Social Security, and debt reduction, further decline is expected. 1 In 2008, the leadership of 5 major pediatric organizations developed recommendationsdesignedtoassistadvocates for children and adolescents during the 2008 elections. 2 This time, all advocates for children and adolescents are being asked to carry a strong, focused message to the members of Congress as they organize and set the national agenda for the next 2 years. Although the voices in this article speak to the various concerns within pediatrics, they speak with resounding unity regarding the need to place children prominently in the larger scope of national priorities.
AMERICAN ACADEMY OF PEDIATRICS' PRIORITIES FOR OUR NATIONS' CHILDREN Robert W. Block, MD, FAAP, Past President, American Academy of Pediatrics
In 1898, in an address to the American Medical Association Section on Diseases of Children, J.P. Crozer Griffith, a pediatrician leader, remarked, "… what a change! How the profession throughout the country is awakening to the demands of the times!" 3 He described our aim as pediatricians thusly: "so study (pediatrics), practice it, write of it, teach it, (and) work for it." Pediatricians took Dr Griffith' s challenge to heart and tackled demands such as smallpox and infant nutrition.
And what are the demands of our time in 2012 and beyond?
The American Academy of Pediatrics (AAP) is working diligently, along with other organizations, to accomplish a host of important goals, including:
Preserving and protecting the important gains for children contained in the Patient Protection and Affordable Care Act (ACA). 4 Educating policy makers about the importance of Children's Hospital Graduate Medical Education (CHGME), and Medicare Graduate Medical Education (GME) funding, to allow appropriate training for our next generation of pediatricians and pediatric specialists, including pediatric surgeons.
Supporting passage of several bills relating to the US Food and Drug Administration that address safer and more appropriately labeled drugs for children, focus on the need to prepare for and avert critical drug shortages, and promote development of important medical devices for children.
Encouraging commercial insurers
and Medicaid/State Children' s Health Insurance Program payers to appropriately pay for the Early Periodic Screening, Diagnosis, and Treatment Program, guided by the Bright Futures guidelines, and to pay for immunizations, mental health, developmental screening, and other work of pediatricians that is vital to the goal of producing healthy children.
Providing education tools and opportunities for pediatricians to continue their lifelong learning and meet the requirements for Maintenance of Certification.
Addressing both gender and generation differences in the structure and function of various models of pediatric practice, thus attempting to meet the needs of younger physicians.
Supplying critical health information technology to pediatricians and to the government agencies that monitor and control meaningful use, as well as informing vendors and users about best practices for using this technology.
There are a number of different pediatric practice landscapes that have developed over the past years and which continue to diversify the way health care is delivered to children. Many continue to choose to follow traditional general pediatrics in private practices; others choose to practice in integrated delivery systems, while still others choose to pursue either an academic/research subspecialty career or a clinical subspecialty practice. Pediatrics is now divided into office practice or hospitalist practice. The pediatric patient-centered medical home is becoming a team approach to care, led by 1 or more board-certified pediatricians working collaboratively with a host of other professionals, including nurses, pediatric nurse practitioners, physician assistants, behavior and developmental specialists, social workers, and many others. Some pediatricians practice in emergency departments and/or urgent care centers. Others choose to practice in federally qualified centers as well as other models of community health centers. Regardless of the practice setting, all pediatricians share a passion for maintaining and improving child health, a trait referred to as having the "soul" of a pediatrician.
Our collective future rests upon our ability to come together and shape it. We hope to continue with a unified voice for pediatrics because we are the voice of our patients, who cannot always speak for themselves. Judy Palfrey, MD, FAAP, a former AAP president, said that we must manage the future. 5 Regardless of changing landscapes, our goal remains the health and welfare of all infants, children, adolescents, and young adults. Primary care and subspecialty pediatricians, as well as our colleagues in surgical specialties, will achieve success in advocating for the rights and needs of children if we coalesce around that mission.
Our dedication to the health of all children requires constant attention to new discoveries and studies of human ecology. In January 2012, the AAP published 2 landmark articles, a policy statement and a technical report, addressing the issue of toxic stress and the lifelong consequences of serious adversities occurring during childhood. 6, 7 The articles addressed newly recognized biology describing the changes in brain and body chemistry caused by toxic stress. This work supports the conclusions of the previous Adverse Childhood Experiences 8 work and lends biologic support to the economic equation for success developed by Professor James Heckman, 9 simply stating that this country' s largest return on investment will derive from appropriate initial investments in early childhood health and education. These works are the substrate on which the AAP bases our current admonition: although not all children are able to become adults, it is certainly true that all adults once were children.
We must act on facts supporting the contention that lifelong health begins, and is firmly rooted, in childhood. The AAP Agenda for Children focuses on 2 issues (early brain and child development, and epigenetics) and recognizing the important science to underscore the work of all pediatricians to produce the healthiest children possible and to present them to the total US health care system as healthy adults.
ACADEMIC PEDIATRIC ASSOCIATION'S PRIORITIES: THE CASE FOR ENDING CHILDHOOD POVERTY
Benard P. Dreyer, MD, President, Academic Pediatric Association
The Academic Pediatric Association (APA) is dedicated to improving the health and well-being of all children and adolescents and to advocating for an equitable child health agenda. As such, a special focus of the organization is the well-being of poor and vulnerable children. It is appropriate, therefore, to focus the pediatric profession on the current state of childhood poverty in the United States and to suggest an action agenda.
Scope and Consequences of Childhood Poverty in the United States
Twenty-two percent of children in the United States are living below the federal poverty level (FPL). 11 Children are the poorest segment of our society; childhood poverty in the United States has been persistent since the 1970s, except for some fluctuation due to economic cycles. As a society, we have made policy decisions to support the elderly but not, to the same extent, children. In 1959, 35% of seniors were living in poverty, but expansion of Social Security and the introduction of Medicare in the 1960s led to a dramatic drop in senior poverty, ultimately leading to a 9% level today. 11, 12 Present federal poverty thresholds, originally designed in the 1960s, are calculated based on the cost of a minimum food budget multiplied by 3 and adjusted for family size and average cost of living. 13 However, food now accounts for only 10% to 20% of a family' s budget, with housing and child care accounting for much larger percentages. Therefore, depending on regional differences, 200% to 350% of the FPL is necessary for a family to meet its minimum needs. 14 Using the conservative figure of 200% of the FPL, almost 1 in 2 children are living in poverty or near poverty. 15 Furthermore, there are large racial/ ethnic inequities in childhood poverty, with almost 1 in 2 African-American and Hispanic children living in poverty. 15 Minority children are more likely to experience extreme poverty (,50% of the FPL) and persistent poverty lasting throughout childhood. 16 Finally, the United States ranks 30 of 34 developed countries in rate of childhood poverty. 17 Social policies in most of the other developed countries have led to an average child poverty rate of 12% compared with 22% for the United States. 12 The consequences of poverty on the health and well-being of children are shown in Table 1 . 16, 18, 19 Although the consequences on child health are significant, the consequences of poverty on child and adolescent well-being change their life trajectories, lead to unproductive adult lives, and trap them in intergenerational poverty.
What Can We Do as a Nation?
As a nation, we can try to lift children out of poverty through cash benefits, supportive services, and tax breaks, as well as alleviate the effects of poverty on poor children. These types of interventions will lead to better health and well-being for poor children and give them a chance at more productive lives.
The United Kingdom is a model for what the United States might be doing. In 1999, the Labour government started a campaign against childhood poverty and pledged to reduce rates to one-half in 10 years. 20, 21 Due to the efforts of the UK government from 1999 to the present, the absolute childhood poverty rate, which started out higher than in the United States, was cut to 12% in 2008. 20 Government policy and actions, therefore, do matter. In 2010, all 3 UK political parties pledged to continue these efforts through the Childhood Poverty Act of 2010, with goals of more than halving present childhood poverty rates by 2020. 22, 23 There is extensive research evidence that investments in early childhood, during the critical period of early brain development, are the most effective SPECIAL ARTICLE PEDIATRICS Volume 131, Number 1, January 2013means of alleviating the impact of poverty on children. 24, 25 Most of the gap in school achievement between poor and non-poor children is already present at school entry. 26 There are evidencebased programs to improve parenting and child development that include high-quality preschool, home visiting programs, and interventions in pediatric primary care. [27] [28] [29] [30] [31] [32] The United Kingdom' s plan has also included a strong emphasis on early childhood. An agenda for our nation to lift children out of poverty, as well as alleviate the effects of living in poverty, should include the actions listed in Table 2 . 13, 14, 18, [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] What Can We Do as Pediatricians and Pediatric Organizations?
As pediatricians, and as pediatric organizations, we need to raise our voices. What we say matters to our elected officials and policy makers. We need to place reducing childhood poverty at the top of our policy and advocacy agendas. We must integrate a focus on reducing childhood poverty into the activities and structures (committees, specialinterestgroups,councils,regions, and chapters) of our organizations.
To begin that process, the APA Board has voted to form a Task Force on Childhood Poverty. The task force is charged with recruiting advocates, experts, and scientists from the APA, other pediatric organizations, and the economic and social sciences, as well as policy makers from private and public spheres, in the United States and internationally, to create and implement an action agenda. Let us join together to start the long and difficult process to end childhood poverty!
ASSOCIATION OF MEDICAL SCHOOL PEDIATRIC DEPARTMENT CHAIRS' PRIORITIES: TRAINING AND ACCESS Alan R. Cohen, MD, President, Association of Medical School Pediatric Department Chairs
The responsibility of pediatric department chairs for the training of medical students, residents, and fellows gives them a special investment in the education of future pediatricians and pediatric subspecialists. At the same time, the chairs have a responsibility to assure that the clinical mission of accessible high-quality care is fulfilled. With these responsibilities in mind, the Association of Medical School Pediatric Department Chairs (AMSPDC) has identified 2 different but ultimately related priorities in the national agenda for children and adolescents: training and access to care. The leadership of AMSPDC believes that it is highly likely that the activity of the 113th Congress will affect both of these priorities.
Training GME in freestanding children' s hospitals is supported primarily by CHGME funding, which was enacted in 1999 to address disparities between children' s hospitals and other teaching hospitals and has been reauthorized since then with broad bipartisan support. Currently, CHGME provides funding to 56 children' s hospitals in 30 states. 34 In general hospitals, GME is supported primarily by direct Medicare funding of the salaries of trainees and indirect payments to hospitals for the • Expand high-quality preschool for poor children • Implement evidence-based home visiting programs for all newborns in poor families through the ACA or other funding mechanisms • Disseminate evidence-based interventions in primary care pediatrics increased costs of care associated with education. 35 In many states, Medicaid provides additional support for GME to both children' s hospitals and general hospitals.
According to data from the GME Database of the American Medical Association, between 2000 and 2011, the number of categorical pediatric residency programs increased by 40%, and the number of pediatric subspecialty programs increased by 42%. During this same period, the numberof positions in these 2 types of programs increased by 38% and 54%, respectively. Although forces other than federal and state funding have contributed to this growth, CHGME funding has certainly been a major factor. In fact, the National Association of Children' s Hospitals and Related Institutions estimates that CHGME accounted for ∼74% of the growth in new pediatric subspecialists in the last decade. 34 Substantial threats loom to the support of GME by CHGME, Medicare, and Medicaid. In President Obama' s fiscal year 2012 budget, CHGME was eliminated but subsequently restored by Congress with a 15% cut. The fiscal year 2013 budget proposed by the White House has a further 67% reduction in CHGME funding. The total number of training slots funded by Medicare was capped in 1997, and the Simpson-Bowles Commission has recently proposed major reductions in Medicare support for GME. As with CHGME funding, Medicare funding for training remains highly vulnerable as the 113th Congress charts a course to address the deficit.
State support for GME funding is no less tenuous. In 2005, a total of 47 states spent $3.78 billion to support training. 35 By 2009, the number of states supporting GME decreased to 41, and the money spent had decreased by $600 million. Since then, another 15 states have indicated that they are considering reducing or ending support for training through Medicaid.
Undergraduate medical education is under pressure as well. In many states, support for medical education is directly affected by cuts in funding to state-related institutions. Further cuts come indirectly through reduced payments to academic medical centers and by reductions in state grants, scholarship, and loan forgiveness plans. As the incurred cost of medical education increases, anticipated consequences include a less diverse student body and the possibly profound effect of increased debt on career choices. Neither augurs well for the pediatric workforce.
Ironically, while governmental support of GME and undergraduate medical education is decreasing, the number of allopathic and osteopathic medical schools is increasing, as is the enrollment in many existing schools. By 2015, the first-year enrollment in medical schools is expected to be 35% higher than in 2002, and continuing increases are projected through 2020. 35 If total graduate training slots remain at 2010 levels while medical school enrollment increases, there will not be a sufficient number of residency training slots to accommodate US and international medical graduates. If residency training slots decrease by 1% annually because of decreased funding, the number of positions will be insufficient to accommodate graduates of US allopathic and osteopathic schools by 2017. At present, both the funding and planning for undergraduate medical education and GME remain largely uncoordinated. Success in training tomorrow' s workforce dictates that they should be tightly related. 
Access to Care
The Association of American Medical Colleges projects a growing gap between the demand and supply for physicians across all specialties, leading to a shortage of .90 000 physicians by 2020. 37 Although this shortage is fueled in part by an ageing population with greater medical needs, it is also driven by the restricted number of postgraduate training positions.
In pediatrics, access to care is already problematic. Waiting times to see subspecialists in pulmonology, neurology, endocrinology, and developmental pediatrics are, on average, 8 to 13 weeks, and may be much longer in some communities. 38 These wait times are not surprising when physician vacancies for .12 months in these same subspecialties are reported to be 40% to 63%. 38 Nor is it surprising that the average travel distances to see a developmental pediatrician or rheumatologist are 44 and 60 miles, respectively. 39 As with the projected shortage in the total number of physicians, the shortage in certain pediatric subspecialties is not due to the number of training positions alone. Increased demand for some services, noncompetitive salaries, and uneven geographical distribution are just a few of the other factors affecting access to subspecialty care. Even though the number of pediatricians entering subspecialty training has been gradually but steadily increasing since 2000, the fact remains that access to subspecialists in developmental pediatrics or pulmonology, for example, is not likely to improve substantially when, according to the data from the American Board of Pediatrics, only 28 and 49 fellows, respectively, in these disciplines just completed their third year of training and are potentially entering the workforce. 40 SPECIAL ARTICLE PEDIATRICS Volume 131, Number 1, January 2013
It is important to note that 40% of children' s hospitals report that they have created or expanded subspecialty fellowship programs as one approach to addressing shortages of care providers. 38 It follows that reductions in training positions will almost certainly adversely affect the balance between demand and supply and therefore access to care, even as other contributing factors are addressed. As we prepare for increasing coverage for all children and adults through the ACA, we should be creating ways to expand all aspects of the pediatric workforce. The policies mentioned, in fact, further limit our ability to provide appropriate care for children and families.
Summary
The long pipeline that leads from medical school through residency and subspecialty training has numerous current and potential constrictions. The downstream effects of the reduced support for undergraduate and graduate training include significant threats to the development of an appropriate pediatric workforce and the future of biomedical innovation by physicianscientists. AMSPDC believes that access to care for children and their families is a critically important outcome of the educational continuum that calls for urgent and active engagement of the 113th Congress.
AMERICAN PEDIATRIC SOCIETY'S PRIORITIES: THE NEED FOR A MORE DIVERSE PEDIATRIC WORKFORCE F. Bruder Stapleton, MD, President, American Pediatric Society
Improving the health of children is the mission of all pediatricians. It is assumed that this mission includes all children, regardless of their race or ethnicity. As the demographic characteristics of children aged ,18 years have grown increasingly diverse, the impact of health inequities and disparities will be disproportionately realized in our pediatric patients. To provide culturally relevant medical care and biomedical research, a culturally diverse and representative pediatric workforce is urgently needed. 41 The pediatric population has shown significant demographic shifts. In 1996, among the 72 879 000 children in the United States, 23.6% were black, Hispanic, or Native American. 41 Based on the extant birth rates, it was predicted that in 2010, minority children would comprise 42% of the pediatric population, and Hispanic children would represent 19% of the pediatric population. 41 These predictions were remarkably prescient. Figure 1 demonstrates the birth rates in 2005 and 2010. Although birth rates have fallen among all racial and ethnic groups, the birth rate for Hispanic families has remained the highest among all groups at 18 live births per 1000 population. 42 Among the 73.9 million US children aged ,18 years in 2009, 40.6% were underrepresented minority children. 43 Hispanic children represented 22.5%; black children, 15.4%; other minority race, 3.1%; Asian, 3.7%; and nonHispanic white children, 55.7%. The growing minority pediatric population is most notable in the group of US children ,6 years of age, 42.4% of whom are from minority communities. Based on current birth rates (Fig 1) , we can expect the minority population, particularly the Hispanic pediatric population, to continue to represent a growing proportion of our patient population.
Although the number of URM pediatric residents is unknown, in 2008 only 14.3% of US pediatricians were URM physicians. 44 Hispanic pediatricians comprised 6.4%; black pediatricians, 7.5%; American Indian or Alaska Native pediatricians, 0.4%; Asian pediatricians, 12.4%; and non-Hispanic white pediatricians, 73.3%. It is important to increase the number of URM pediatricians because they tend to return to provide primary care to individuals of the same racial or ethnic backgrounds, often in medically underserved communities. 45 Minority pediatricians can also serve as role models for their patients and inspire the next generation of promising students to consider medical careers.
The proportion of URM pediatricians closely mirrors the percentage of URM medical school matriculants (Fig 2) . As
FIGURE 1
US birth rates according to race and Hispanic origin (total number of births per 1000 population). aIncludes all persons of Hispanic origin of any race. 42 a result of the increasing absolute number of medical students, an incremental increase in URM medical students has also occurred. 46 However, in 2011, only 7% of entering medical students were black, and 8% were Hispanic. 47 These numbers have not seen significant growth since 1998 when URM medical students accounted for 12.4% of the entering matriculants 41 and certainly do not reflect the growing diversity of the general population.
The leaders of the American Pediatric Society (APS) believe that greater racial and ethnic diversity is a critical need for academic pediatricians as well as for community-based providers. We do not have data concerning the racial and ethnic composition of the pediatric academic workforce; however, our experiences tell us that we are not significantly diverse. As educators, academic pediatricians have the opportunity to reach the URM medical students and introduce them to careers in pediatrics. Having greater diversity in academic pediatric faculty will create a more welcoming environment for URM students as they weigh career opportunities. Academic pediatricians also have the responsibility for creating new knowledge through research, which is vital to reducing the wellrecognized disparities in health outcomes among races and ethnic groups. Currently, the number of URM pediatrician-scientists is small and should be a national priority. 48 The APS believes that the need for diversity and inclusiveness is of such importance that we have revised our mission and value statements. The new APS value states, "Diversity, equity, and inclusion are essential values for academic pediatrics, pediatricians in training, and the practice of pediatrics." We have also created a standing committee on diversity and inclusiveness to guide initiatives and begin collecting demographic data to monitor progress in broadening the workforce in academic pediatrics.
What can be done to develop a more diverse pediatric workforce? Much depends on societal commitments greater than and proximal to medical school. We need stronger educational programs for all segments of our communities, especially in the fields of science and math, to prepare students for success in the university setting.
Creating opportunities for high school students to gain exposure to medical practices and research should be considered, despite the increasingly stringent privacy requirements. Finding ways to reduce the financial burden of higher education is an absolute requirement to develop an inclusive medical community, as all students must now consider their own financial viability after the expense of receiving a bachelor' s degree, a medical degree, and postgraduate medical education. These core values drive the SPR' s priorities in developing a national agenda for children and youth. The SPR' s priorities include support for initiatives that increase the quantity, quality, and dissemination of pediatric research. These research-oriented priorities are in addition to the SPR' s ongoing support of fundamental programs ensuring access to health care for children; namely, the ACA and funding for CHGME and Medicare GME. Together with the AAP, the APA, and the APS, we all cherish our children' s future.
The founding of the SPR was spawned by the growth of the pediatric academic community and the new emphasis on clinical investigation. The threats to children' s health and challenges in clinical investigation that exist today are remarkably different from those that existed in 1929 at the society' s founding, yet the SPR still holds the core belief that investment in basic, clinical, translational, and populationbased research can lead to dramatic improvements in the lives of children.
Life expectancy for the average child born in the United States has increased to 78 years, .20 years longer than the life expectancy for a child born in 1929, the year the SPR was founded. 51 The increase in life expectancy is at least partly due to decreases in child mortality, achieved through advances made possible through child health research. To sustain the pace of discovery and implementation of child health improvements that have evolved over the last century, the SPR supports ongoing investment in the National Institutes of Health (NIH). The SPR supports the mission of the NIH: to seek fundamental knowledge about the nature and behavior of living systems and the application of that knowledge to enhance health, lengthen life, and reduce the burdens of illness and disability. 52 The NIH is currently facing a number of significant challenges. 53 After taking inflation into account, the fiscal year 2012 budget and President Obama' s proposed budget for fiscal year 2013 are the lowest since 2001 (Fig 3) . 54 The number of research project grants funded by the NIH has declined every year since 2004 (Fig 4) . and have served to promote free communication, critical review, and opportunities for integration of scientific findings. The stated goal of the National Center for Advancing Translational Sciences is to translate basic scientific discoveries into drugs, diagnostics, and devices, and the SPR strongly supports this type of translational research to bring scientific developments into medical practice and thus improve the care of children. The SPR urges Congress to continue to support and expand the NIH budget and to act to avoid the consequences of sequestration, which could lead to as much as a $2.8 billion reduction in the NIH extramural budget in early 2013. In a similar vein, the SPR supports programs that improve the evidence base for drug therapies in children, including renewal of the Best Pharmaceuticals for Children Act. Since its inception, the Best Pharmaceuticals for Children Act has led to studies improving our knowledge of medication use in children, and we support recent efforts to study older drugs that no longer qualify for pediatric exclusivity, and call for including studies on neonates.
An additional core value of the SPR is to foster the research efforts and career development of investigators engaged in child health research. To this end, the SPR actively supports the development of future pediatric scientists. As a society, we sponsor a student researchtraining program and recognize outstanding research achievements in pediatrics through SPR-sponsored awards. The SPR strongly supports CHGME and GME funding because it affects potential trainee research exposure and activities, including investment in efforts to meet the challenge of attracting trainees into research and providing research training. Programs such as the Health Resources and Services Administration Pediatric Subspecialty Loan Repayment Program, the Title VII health professions programs, and the Health Careers Opportunity Program, including the diversity pipeline program, are crucial to supporting the development of future child health researchers who can maintain and propel the pace of discovery leading to improvements in child health. By funding both pediatric primary care and subspecialty fellowship training programs, these agencies can be assured that we will have the appropriately trained workforce to continue to develop treatments for tomorrow' s children.
CONCLUSIONS
Although most agree that children are our most precious resource, they are often forgotten when it comes to the overall priorities of Congress. The message here is clear: We must provide for the future health and well-being of our children by guaranteeing access to quality health care, which is provided by a culturally diverse primary care and specialty workforce that is adequate to meet their medical and social needs. At the same time, we must continue to foster biomedical research that focuses on children and develops pediatric scientists. Finally, we must strive
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Number of NIH-supported research project grants (RPGs). 54 
